IN patients suffering from osteoarthritis of the hip-joint, with its progressive interference in work, recreation, and above all sleep, relief by operation often becomes a matter of necessity. Various operations are available for this purpose. It is the object of this article to describe one of them-pseudarthrosis. This procedure is successful regarding the relief of pain; a remarkable degree of stability is preserved, far more than one would imagine considering the nature and extent of the operation. Moreover, movement is restored bLoth for sitting and for walking, thereby eliminating the excessive strain thrown by a stiff hip on the lumbar spine and the knee-joint.
.
Post-operative management.-The limb is suspended from a beam in a Thomas' splint with a Pearson knee-flexion attachment, the knee re,ting in 30 degrees flexion. Traction is maintained throughout the period of splintage. The patient lies flat at night to prevent flexion deformity but sits up freely during the day. Lateral rotation should be avoided; the limb should rest in the neutral position. Two weeks after operation, quadriceps exercises with assisted active flexion and extension of the limb are begun. The Thomas' splint is retained for four weeks, after which it is replaced by Russell traction, using pulleys as advocated by Dommisse and Nangle (1947) . This allows for massage, and for graduated active and passive exercises to the hip and knee. After six weeks the patient is encouraged to stand up on the sound leg; a week later he walks in a bucket-top calliper with crutches. Ultimately he learns to walk with one stick held in the opposite hand. He is advised to wear the calliper for the first six months. Most patients prefer to. discard it after this period.
Discussion.-Patients classified as having good results gained complete relief from pain and were able to walk with the aid of a stick. 30 degrees of active flexion was regained. Passively there was flexion to 80 degrees abduction and adduction to 30 degrees, medial rotation to 10 degrees and lateral rotation to 30 degrees. This procedure has been used with success in patients with osteoarthritis, ununited fracture of the femoral neck, unreduced fracture dislocation of the hip, and in tuberculous arthritis. In a series of 90 patients with a long follow-up 83 obtained a good result, 7 were poor.
It is undoubtedly the best method available for the treatment of ankylosing spondylitis, bilateral pseudarthrosis giving the best results in these patients.
For failed arthroplasties of the Smith-Petersen or Judet type it is the operation of choice. Causes of poor results.-In rheumatoid arthritis disappointing results were obtained, as although pain in the hip was relieved, there was inability to walk owing to involvement of other joints. Spur development on the femoral stump which impinged against the acetabulum, a complication which would have been avoided by careful levelling, was a cause of persistent pain. This required operative remodelling of the offending surfaces. Two patients with bilateral osteoarthritis who had arthrodeses of one hip and pseudarthroses on the other subsequently developed stress fractures in the subtrochanteric region on the side of the arthrodesis. In each satisfactory union occurred, and both patients were able to walk with sticks. In one of the earlier cases the head of the femur was left in the acetabulum; this led to ankylosis. Strict adherence to proper operative technique would have prevented such a result. One patient so obese that post-operative management was difficult and satisfactory fitting of a calliper impossible, had a residual lateral rotation deformity and poor function. It is possible that adequate post-operative traction using a Steinmann's pin might have prevented this. Another patient, a man of 57, was disappointed in not being able to play games after the operation, although he was able to walk with the aid of a stick and was relieved of pain. The scope and nature of this operation is to relieve pain, and to restore mobility and limited function.
Summary.-(I) Pseudarthrosis is the operation of choice in failed arthroplasties of the Judet or Smith-Petersen types.
(2) It is the best method available for the treatment of ankylosing spondylitis.
(3) It is the most satisfactory and reliable operation for patients over the age of 65 years, with disabling osteoarthritis. Nuffield Orthopwfdic Centre, Oxford IN the treatment of the osteoarthritic hip most patients would be satisfied if they could be relieved from the pain which keeps them awake at night and reduces their activity during the day. Therefore, any minor procedure which might give the desired relief is worth trying before embarking on a major operation.
Drilling, or forage, has been known as a pain-relieving procedure for more than twenty-five years. It appears to have been introduced by Graber-Duvernay, who claimed to have achieved relief from pain in 60% of 23 cases. Henderson and Pollock (1940) improved 12 out of 25 cases. Lidstrom (1936) stated that 41 out of 43 cases were relieved. This very optimistic report is obviously based on a rather premature review, as most patients improved during the early months.
The biggest and most comprehensive review is the Copenhagen series (Bogason, 1952) .
Berntsen (1937) , who introduced forage in Copenhagen, had previously published earlier results. Their material consisted of 105 patients, with 110 hips involved, followed from six to fifteen years.
Their results confirmed those of the previous smaller series, that more than 500% were relieved from pain. However, it must be pointed out that their material received other treatment in addition to the drilling.
One of us (J. A. C.) decided, therefore, to collect experience of the effect of the drilling only. Drilling was offered to the patient as a small operation, practically without risk, necessitating only a short stay in hospital. It was explained carefully that it offered about a 50 % chance of relief from pain. This meant that some would be free from pain, some would have much less pain and be able to sleep at night and carry out their daily tasks and the remainder would have no benefit, but no deterioration would occur.
It was also emphasized that it was, first of all, a pain-relieving procedure; although some patients got more mobility and strength, this improvement was more uncertain.
It was explained to the patients that as we wanted to know the results of the drilling and the drilling only, no other treatment would be applied. Most of the patients agreed to this suggestion, but a few of them did not give the drilling a fair chance, for soon after the drilling they asked for an arthroplasty.
We decided to use a number of fine drill holes instead of a single larger one for three reasons. Firstly, we planned to drill through the joint, having passed through the trochanter neck and head up into the acetabulum, as the osteoarthritic changes are also there. Secondly, if cysts were seen on X-ray, an attempt was made to hit them, otherwise the guide-wires were directed towards the weightbearing area. Thirdly, it had been reported that a larger hole had weakened the structure so much that a fracture had occurred post-operatively.
Post-operatively the patients were allowed free in bed and were encouraged to move about straight away. When they felt fit, they were allowed up and discharged home, but not before an X-ray had been taken to exclude fractures.
We have now done more than 125 drillings here with no deaths and no fractures.
